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Oxford, UKUterine fibroids are occasionally complicated by intravenous leiomyomatosis that may spread to involve the heart. We
present the successful management of such a case which was originally diagnosed as a deep venous thrombosis (DVT) in
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Uterine leiomyomata (fibroids) are common. They can
affect up to 40% of women and although usually
benign and asymptomatic, they may occasionally
spread through the pelvic veins and vena cava to
involve the heart. We present this case to illustrate how
signs of venous obstruction in combination with
uterine fibroids should arouse suspicion of this rare
but potentially fatal complication.Case Report
A 49-year-old lady presented to her GP with a several
month history of vague abdominal pain and a more
recent onset of bilateral leg swelling. Abdominal exam-
ination revealed a mass arising from the pelvis with
associated bilateral pitting oedema of the lower limbs.
Abdominalultrasoundconfirmedthepresenceofapelvic
tumour consistent with uterine fibroid and also demon-
strated extensive filling defect within the inferior vena
cava (IVC) suggestive of deep venous thrombus (DVT).
The patient was anticoagulated and referred toing author. M.A. Murphy, Clinical Lecturer, Nuffield
of Surgery, University of Oxford, John Radcliffe
ord, Oxfordshire OX3 9DU, UK.
: michael.murphy@nds.ox.ac.uk
0004+ 03 q 2004 Elsevier Ltd. Open access under CC BY-NC-Nhospital for further management. Worsening oedema
coupled with a high index of suspicion prompted
further investigation. MRI imaging (Fig. 1) demon-
strated extension of the uterine leiomyoma into the
right internal iliac and ovarian veins with progression
into the IVC to the level of the right atrium.
The diagnosis of intravenous leiomyomatosis was
made and a multidisciplinary approach to treatment
was undertaken. Initial neo-adjuvant hormonal treat-
ment with a GNRH analogue was followed by tumour
resection.
Surgery was performed utilising cardiopulmonary
bypass under hypothermic circulatory arrest and
involved total abdominal hysterectomy with bilateral
salpingoophorectomy, IVC veinotomy and tumour
resection. Tumour within the IVC was rubbery in
consistency and adherent to but not infiltrating the
vein wall, it was easily removed with the use of gentle
traction. The veinotomywas primarily closed with 3/0
polypropelene suture. Pathological analysis confirmed
benign leiomyomatosis (Fig. 2).
The patient made an uneventful post-operative
recovery. She was discharged day 8-post operation
and remains well at 12-week follow up.Discussion
Uterine leiomyoma is a common and ancientEJVES Extra 9, 4–6 (2005)
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Fig. 1. MRI scan with tumour visible in the inferior vena
cava.
Uterine Leiomyomatosis 5tumour—calcified remains of a fibroid from the
Neolithic period have been identified.1 Intravenous
leiomyomatosis (IVL), benign metastasising leio-
myoma and malignant leimyosarcoma are three rare
associated variants. Recognition of the potential of
fibroids for venous invasion was accredited to Birch-
Hirschfeld2 who described four cases in 1896. There
have followed sporadic case reports or small series in a
pattern that suggests the condition is commonly under
recognised. Lam et al.3 have recently reviewed the
literature and identified 200 reported cases ofFig. 2. Resected leioleiomyomatosis, 68 of which had intra-cardiac exten-
sion. They identified signs of cardiac failure, venous
obstruction or abdominal distension in women with a
history of hysterectomy as being the most common
mode of presentation in those with involvement of the
right atrium. In the early stages of venous extension
the diagnosis has often remained unrecognised at
hysterectomy and has presented because further
extension of intravenous leiomyomatosis is not pre-
vented by resection of the primary tumour.
Leiomyomatosis is thought to be a progression of
simple fibroma from its origin in the uterine veins in
the direction of its venous drainage involving either
the uterine or ovarian vein. Involvement of both iliac
and ovarian veins as in this case is extremely rare.
Treatment is primarily surgical but as the tumour
is hormone sensitive anti-oestrogen therapy has
been used both pre-operatively and as an adjunct to
surgery and to prevent progression of residual
disease.4 Surgery can be performed as both single
and staged procedures and cardiopulmonary bypass
is advocated for resection of tumours with intracardiac
extension.3 Cardiopulmonary bypass with circulatory
arrest is used to create a bloodless field and facilitate
complete resection of the tumour with minimal blood
loss.
In summary this case demonstrates how, with a
high index of suspicion IVL may be diagnosed
preoperatively, avoiding potentially fatal delay. IVL
should be considered in females presenting with signs
of venous obstruction. Furthermore the case illustrates
how pathology with no respect for the boundaries of
surgical specialties can be managed successfully with
an interdisciplinary surgical approach utilising com-
bined expertise.myoma specimen.
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